A 41-year-old man with a history of crystal methamphetamine and alcohol abuse had progressive fever, nausea, headache, gait difficulties and seizures over 4 weeks while living in California and Mexico. He was diagnosed with meningitis, treated with antibacterials and discharged to a rehabilitation facility. One month later, he had recurrent symptoms with weakness of both arms and legs. Neuroimaging revealed Figure 1 (A) MRI of brain with gadolinium, axial view showing enhancement consistent with extensive basilar pachymeningitis, and leptomeningitis. Also seen is hydrocephalus. (B) MRI of cervical spine, T2 -weighted short-tau inversion recovery sequence, sagittal view, with a central intramedullary lesion spanning from C1 through C6 of the cervical spinal cord. (C) MRI of cervical spine, T1 sagittal view with gadolinium shows extensive epidural enhancement. No enhancement of the intramedullary lesion is seen. (D) MRA of head, a reconstruction of the left anterior circulation shows a beading pattern consistent with arteritis. (E) CT of head without contrast, an axial view showing worsening hydrocephalus. (F) Cerebrospinal fluid culture showing thin, hyaline, septate hyphae and barrel-shaped arthroconidia (lactophenol cotton blue stain) consistent with coccidioides. on 27 March 2020 by guest. Protected by copyright.
extensive basilar pachymeningitis, leptomeningitis, hydrocephalus ( figure 1A) , cervical epidural enhancement ( figure 1B) and a non-enhancing central cervical intramedullary lesion spanning C1 through C6 ( figure 1C ). He was started on fluconazole 800 mg daily due to his travel history, although a serum antibody test was negative by double immunodiffusion (<1:1). A ventriculoperitoneal shunt was placed for hydrocephalus and he was discharged but remained quadriplegic. Two weeks later, he developed confusion and was found to have bilateral subcortical strokes on MRI with evidence of arteritis on MR angiogram (figure 1D). He was then transferred to our hospital and amphotericin was added. Testing for HIV, tuberculosis and immunosuppression was negative. He developed worsening hydrocephalus ( figure 1E ) and died after interventions were withdrawn. Cerebrospinal fluid culture (figure 1F) and coccidioides IgG antibody by ELISA of 3.1 ng/mL later confirmed the diagnosis of coccidioidomycosis
We present a case of an intramedullary spinal cord lesion with quadriplegia from coccidioides infection in an immunocompetent host. Disseminated coccidioidomycosis is seen in only 1%-5% of infected patients. 1 
